. The present study estimated one-year prognosis for patients of symptomatic ICAS with different degrees of intracranial atherosclerosis burden (ICASB) and identified whether the category of multiple and single acute infarction was associated with atherosclerosis burden. A total of 2864 consecutive patients, from 22 hospitals across China, who experienced an acute cerebral ischemia <7 days after onset of symptoms were evaluated. All patients underwent magnetic resonance angiography, and the degree of intracranial stenosis with the ICASB was calculated. The patients were categorized into three groups according to ICASB grading: <4, 4-5 and >5scores. Multivariate Cox proportional hazards regression models were used to estimate the impact of the hazard ratios(HR) of the putative determinants of recurrent stroke in one year. In the groups with ICASB 4-5 and ICASB >5scores recurrent stroke were significantly higher than the other (P<0.0001). On multivariate logistic analysis, ICASB (4-5) indicated more stroke recurrence at 12 months (adjusted hazard ratio, 1.96; 95% confidence interval, 1.08-3.56; P=0.027), compared to the ICASB<4scores and >5 groups (P<0.001). Moreover, proportion of single and multiple infarction lesions differs with different ICASB. Multiple lesions were related with higher of ICASB(P<0.001). Intracranial atherosclerosis burden was associated with recurrent stroke at 12 months. Multiple infarction lesions were associated with higher ICASB score which indicate higher risk of recurrent.
stenosis face a maximal risk of ≥70% of subsequent stroke in the territory of the stenotic artery. The Chinese Intracranial Atherosclerosis (CICAS) study [5] reported that severe stenosis and multiple stenosis are risk factors for recurrent stroke. Moreover, intracranial atherosclerosis burden (ICASB) is regarded as the index more reflective of pathology for ICAS patients. Although the differ outcome of patients with the different degrees of stenosis were observed, but the recruitment in this group were moderate or severe stenosis of >50%, who could be considered as a group of high recurrent rate.
From the report of the TIAregistry [6] , indicated that patients with multiple acute infarction lesions had more than double of stroke recurrence compared to those with single acute infarction. This study aimed to examine the recurrent of ICAS among patients presenting acute ischemic stroke, in order to identify the prognostic value of atherosclerosis burden and related imaging category of lesions.
MATERILAS AND METHODS

Patients and Workups
Chinese Intracranial Atherosclerosis (CICAS) is a prospective, multicenter, hospital-based study, encompassing twenty-two general hospitals. The study had been approved by the Institutional Review Board at the participating hospitals, and informed consent was obtained from each participant prior to the study. Clinical and imaging data were prospectively collected from patients with ischemic stroke (IS) or transient ischemic attack. Patients who presented the onset of symptoms in <7 days were enrolled in the study and were aged between 18 and 80 years. Patients who were clinically unstable or required close monitoring or were disabled before admission (modified Rankin scale (mRS) score >2) and were physically or subjectively unable to comply with the magnetic resonance (MR) examination were excluded. Patients with cardio-embolic risk factors (atrial fibrillation, valvar heart disease, postcardiac valve replacement) and undetermined causes were also excluded.
Clinical Information Assessment
Clinical information included age, sex, and vascular risk factors, such as hypertension (defined by a history of hypertension ,or diagnosed at discharge), diabetes mellitus (defined by a history of diabetes mellitus or diagnosis at discharge), hyperlipidemia (defined as lowdensity lipoprotein cholesterol more than or equal to 2.6 mmol/L at admission or a history of hyperlipidemia or receiving lipid-lowering treatment or diagnosis at discharge), history of IS or intracerebral hemorrhage, heart disease (defined as a history of myocardial infarction, angina pectoris, and congestive heart failure). National Institutes of Health Stroke Scale (NIHSS) score at admission and discharge, and mRS score at discharge and 1 year after stroke onset were evaluated. Smoking history, current or previous smokers (continuously smoking ≥1 cigarette a day for 6 months), and a history of heavy alcohol use (drinking >2 U/day on average for men or >1U/day on average for women) was also collected. In addition, we recorded the using of antithrombotic therapy within 48 hours of admission, at discharge and 1 year after stroke onset.
Image Interpretation
All patients underwent conventional MRI on a 3.0Tor 1.5T MR scanner. The imaging sequences included a 3-dimensional time-of-flight MRA (repetition time/echo time (TR/TE), 20-25/3.3-3.9 ms; flip angle, 15-20°; slice thickness, 0.65-1.00 mm), T2/T1-weighted imaging (repetition time, 4500 ms; echo time, 84 ms; repetition time, 1200 ms; echo time, 11 ms), fluid-attenuated inversion recovery sequences (repetition time, 7000 ms; echo time, 94 ms), and diffusion-weighted imaging (repetition time, 3000 ms; echo time, 75 ms). Two neurologists interpreted the MRI images. In the event of disagreement, a third reader was invited to resolve the issue and reach a consensus.
The Definition of ICASB
The degree of intracranial stenosis on MRA was calculated based on the method from the WASID study [7] . The degree of ICAS was measured in each patient. The atherosclerotic lesions of intracranial vessels on magnetic resonance angiography (MRA) were visually graded: 0, no stenosis; 1, stenosis <50%; 2, stenosis 50-99%; and 3, occlusion. The assessment of the ICAS location included MCA, anterior and posterior cerebral arteries, basal artery (BA), and intracranial portions of the internal carotid and vertebral arteries. The sum of the involved intracranial vessels was defined as the ICASB according to prior study in the subgroups [8] . The patients were categorized into three groups according to ICASB: (1) <4 scores; (2) 4-5 scores; (3) >5scores.
We estimated the risk of stroke in subgroups of patients categorized according to the time from diffusionweighted imaging to evaluation by a stroke specialist and the number of acute (new) infarction-related lesions (single infarction vs. > multiple infarctions).
Outcome Measures
The primary outcome was progressive deterioration or recurrence of IS in 1 year. The definition of progressive deterioration of IS had worsened by ≥4 points of the initial NIHSS score from the index stroke, a new focal neurological deficit of vascular origin lasting for >24 h was defined as stroke recurrence. Patients or their authorized proxies were contacted over the telephone at 3, 6, and 12 months after discharge, in order to monitor whether patients experienced new symptoms or were hospitalized again because of another stroke; these data were collected by trained research personnel at Beijing Tian Tan hospital. In addition, the recurrence or progressive deterioration of IS were verified based on the NIHSS score and the presence of new neurological deficits documented in the medical records. The patients' medical documents were reviewed by an experienced stroke neurologist to ensure a reliable diagnosis of recurrence or progressive deterioration of IS. In case of missing any personal information or dead without hospitalization, a stroke neurologist or investigators made the decision based on the medical record. Any death was verified by examining the hospital medical records or local citizen registry. At discharge and 1 year after stroke onset, the daily activities were assessed by mRS [9] . The functional dependence was defined as mRS>2. The stroke severity at admission and discharge was measured by the NIHSS [10] based on the stroke onset. 
Statistical Methods
Continuous variables with non-normal distribution were summarized as median (interquartile range). The categorical variables such as male sex and vascular risk factors were presented as absolute numbers and percentages. The comparison of continuous variables utilized independent samples t-test or Wilcoxon test, whereas the χ 2 test or Fisher's exact test was used for the comparison of categorical variables. The adjusted differences in NIHSS score at admission and hospital stay for patients' single and multiple infarctions were analyzed by the general linear model. The univariate and multivariate Cox proportional hazards regression models were used to estimate the impact of the hazard ratios (HR) of the putative determinants of recurrent stroke. All probability values were 2-tailed; P<0.05 was considered statistically significant. All analyses were performed using SAS version 9.1 (SAS Institute, Cary, NC, USA).
RESULTS
The cohort consisted of 2864 consecutive patients from October 2007 to June 2009. The follow-up was continued for 12 months; 176 (6.2%) patients were lost to followup.
Baseline of the clinical features of the participants were summarized in Table 1 . The mean age at admission for the index stroke was 61.9±11.2 years, and 67.9% of the patients were male. Hypertension (66.8%), hyperlipidemia (18.2%), diabetes mellitus (24.7%), and history of cerebral ischemia (24.8%) were the most common vascular risk factors. During the hospital stay, the common treatments included early antithrombotic therapy (87.0%), statins (75.8%), and antihypertensive drugs (48.7%). According to the three groups of ICAS burden, patients with high ICAS burden were likely to be older and had risk factors such as diabetes mellitus, hypertension, family history of stroke, and history of cerebral ischemia. The admission NIHSS score was high in the groups of high ICASB (P<0.0001). The severity of intracranial artery stenosis differs associating with burden degrees, indicating in those with >4 scores obtained more proportion over 50% ICAS (P<0.0001). Moreover, mRS score at before admission was low in the groups of higher ICASB (P=0.02). Univariate analysis showed that several factors were associated with recurrent stroke ( Table 2 ). The family history of stroke, history of cerebral ischemia, heart disease, previous or current smoking and high NIHSS at admission, the moderate or severe artery stenosis (>50%) were correlated to recurrent stroke (P<0.05). Moreover, patients with ICASB>4 scores showed a significantly higher rate of recurrent stroke (P<0.0001). For the lesion category, group with multiple infarctions were more likely associated with the risk of recurrence than the single infarction group (P=0.038). In multivariate analysis, ICASB (4-5) (HR: 1.96; 95% CI: 1.08-3.56; P=0.027), family history of stroke (HR: 2.03; 95% CI: 1.21-3.41; P=0.0072), history of cerebral ischemia (HR: 1.76; 95% CI: 1.14-2.73; P=0.0096) were correlated to the recurrence of stroke. Besides, NIHSS score at admission, family history of stroke and history of ischemic stroke were independent predictors for recurrent stroke as well (Table 3 ). Kaplan-Meier analysis showed that the ICASB (4-5) groups was associated with recurrent stroke at12 months as compared to the ICASB <4 scores group and >5 scores (Fig. 1) . The proportion of single and multiple infarction lesions differs with different ICASB, higher percentage of multiple lesions in the groups of higher burden >4 scores (P<0.001) (Fig. 2) .
DISCUSSION
We evaluated outcomes of the patients with the different ICASB scores. ICASB can be assessed by different methods. One of prior study [3] calculated ICASB by evaluating intracranial only, concurrent extra-intracranial lesions, extracranial only, recent study [11] calculated ICASB according to the numbers of artery stenosis which relative to clinical outcomes. In our study, most of traditional vascular risk factors such as diabetes mellitus, hypertension, family history of stroke, and history of cerebral ischemia were associated with higher ICASB (P<0.0001), and NIHSS score at admission was higher in the groups of higher ICASB (P<0.0001), and the ratio of mRS score <2 at pre-admission was lower in the groups of higher ICASB (P=0.02). In the WarfarinAspirin Systematic Intracrinal Disease (WASID) study [12] , this variety of symptomatic intracranial stenosis was independently related to a higher risk of subsequent stroke in the territory of the stenotic artery. The risk of recurrent stroke in the territory of the symptomatic stenotic artery was as high as 23% during the first year in patients with stenosis ≥70%. The current study showed that patients with ICASB (>4 scores) had a significantly high risk of recurrent stroke, and ICASB (>4 scores), family history of stroke, history of cerebral ischemia and NIHSS score at admission were independent predictors of recurrent stroke. Moreover, the proportion of single and multiple infarction lesions differs with different ICASB, the higher of burden, more of multiple lesions. The current study showed that the ICASB (4-5scores) group were more associated with recurrent stroke in 12 months compared to the ICASB <4 scores and >5 group showing to a large number of 50-99% stenosis arteries in the group, and also result from little samples in >5 group. Thus, single infarction and multiple infarctions might have different ICASB, the higher portion of multiple infarction lesions were found in group with higher ICASB scores, this more relative to most of clinic interpretations of multiple lesion, showing high risk of embolism and recurrence, and this observation was in agreement with the previous study [6] .
Moreover, our study show high stroke recurrence at 12 months among patients with severe stenosis, which were indicated the same results in the most recently RCTs of WASID [12] and SAMPRIS [13] . ICAS of <50% and 50-69% luminal stenosis is usually regarded as nonsignificant or defined mild or moderate lesions respectively [12, 14] , however, ICASB (4-5) group was highly related to recurrent stroke in our study, and there were more patients with mild stenosis in this groups. Therefore, recurrent risks in patients with mild stenosis need to be fully appreciated in future studies, so that highrisk patients would not be missed because of artificially graded severity of ICAS by the degree of luminal stenosis [13] . And then, different stroke mechanisms accompany with ICAS, and different aetiological mechanisms has significant clinical implications [15] . Recently study show Interleukin-33 (IL-33) and levels of fibrinogen after anticoagulation were related to ischemic stroke [16, 17] . so the evaluation of intracranial atherosclerotic disease should be reconsidered from grading of stenosis to hemodynamic and emboligenic lesion characterization because of a large mountain of evidence about collaterals, hemodynamic impact, and other factors in determining subsequent stroke risk in patients with symptomatic ICAS [18] [19] [20] , so we should optimally identify those who are truly at high risk.
The study had several limitations. First, the intracranial large artery was evaluated by MRA. Although it was flow-sensitive and not as accurate as DSA, it is difficult to differ vascular stenosis from 50-70% to 70-99%. However, MRA was noninvasive and easily accessible as compared to DSA [21] . Second, we could not accurately exclude a reanalyzing embolus from an in situ stenosis although the patients with presumed cardio-embolism were excluded. Third, intracranial vasculitis or primary agilities of the central nervous system (PACNS) were not excluded specifically. Fourth, we did not record the changes in medications during the 12months follow-up period.
In conclusion, we found that ICASB was associated with recurrent stroke. Multiple infarctions had higher ICASB scores for symptomatic intracranial artery stenosis patients. Except severity of stenosis, this might be providing an additional assessment method for mechanism and prognosis of sICAS patients.
